This study develops a Japanese version of the Woman Abuse Screening Tool, comprising two simple questions, to examine its accuracy and validity. A cohort study involving women in the third trimester of pregnancy and one month after childbirth was conducted in an antenatal clinic in a Tokyo suburb. The Japanese versions of the Index of Spouse Abuse and Hospital Anxiety and Depression Scale were used to examine the cut-off point, accuracy, and validity of the Woman Abuse Screening Tool. Results showed that the tool demonstrated good accuracy (sensitivity 66.7-71.4%, specificity 89.7%), using an alternative cut-off point (i.e. responses of "some tension" or "some difficulty" [2 points] for one item and "a lot of tension" or "great difficulty" [1 point] for the other), and good concurrent, convergent, and predictive validity. The results indicated that the Woman Abuse Screening Tool could be useful in Japanese perinatal health settings, as an initial screening tool to detect intimate partner violence efficiently and effectively during pregnancy.
INTRODUCTION
Intimate partner violence (IPV) against women has been defined as physical (e.g. hitting, kicking), psychological (e.g. screaming, belittling), and sexually violent (e.g. forced sexual activity), perpetrated by an intimate partner, such as a husband, partner, boyfriend, ex-husband, or ex-partner (Stewart et al., 2013; World Health Organization, 2013) . A study conducted in 10 countries reported that approximately 15% (n = 196/ 1276) to 70% (n = 1603/2261) of women experienced violence perpetrated by a male partner (Garcia-Moreno et al., 2006) . A Japanese government survey reported that 32.9% (n = 1083/3293) of women experienced IPVat least once during their lifetime (Gender Equality Bureau of Japan, 2015) .
In a Japanese study, approximately 16% (n = 48/302) of pregnant women reported experiencing IPV during pregnancy, causing serious perinatal health outcomes, including miscarriage, preterm birth, low birth weight, anxiety, depression, and mother-to-infant bonding failure (Silverman et al., 2007; World Health Organization, 2011; (Kita et al., 2013; Kita et al., 2016) . Further, abuse of mothers (e.g. psychological abuse, use of power and control) seriously affects long-term health, including maternal mental impairment, child maltreatment, and health problems in children (e.g. posttraumatic stress disorder, mood and anxiety disorders, stunted growth, aggressive behavior; Lamers-Winkelman et al., 2012; Rahman et al., 2012; World Health Organization, 2013) . Therefore, early IPV detection and intervention during pregnancy for woman experiencing abuse is required (World Health Organization, 2011; Kita et al., 2013; Kita et al., 2016) .
Pregnancy provides an ideal opportunity for healthcare professionals to detect and assist IPV victims, because of the frequency of regular health checks, the high risk of increased violence, and the severe impact on maternal and child health (McFarlane et al., 1995; St. Luke's College of Nursing, 2004; Horiuchi et al., 2009; World Health Organization, 2011) . A qualitative study involving 59 health workers indicated that brief screening, following staff training and referral pathways, and appropriate follow-up (i.e. monitoring and subsequent intervention) are essential in establishing effective health practices for IPV (Spangaro et al., 2011) . In particular, antenatal health professionals should be trained and consider screening, response, and follow-up for woman experiencing abuse to ensure their safety, because partners often attend antenatal clinics (St. Luke's College of Nursing, 2004; Spangaro et al., 2011) .
Multiple barriers affecting healthcare professionals and women create difficulty in implementing IPV screening in antenatal health settings. For healthcare professionals, barriers include time constraints, lack of knowledge and responsibility for IPV interventions, difficulty establishing privacy, and fear of violence escalation (Ronnberg & Hammarstrom, 2000; Spangaro et al., 2011) . For woman experiencing abuse, barriers include fear of the escalation of violence and discomfort with disclosure to health professionals (Spangaro et al., 2011) .
Japanese people tend to feel particularly uncomfortable about asking and being asked direct questions about domestic issues, such as IPV, possibly because of their culture and norms (e.g. "Nobody should interfere in domestic problems" and "IPV is shameful to the family;" Doi, 1971 ). This could be the reason why few Japanese perinatal health settings implement IPV screening. Using a short, self-report questionnaire without words that describe violence directly, which could identify IPV victims, might be more acceptable for Japanese healthcare professionals and women in perinatal health settings (Doi, 1971; Yoshihama, 2002; Kataoka, 2005) .
The Woman Abuse Screening Tool-Short (WAST-Short), developed in the United States (US) by Brown et al. (1996) , is an IPV screening tool used by family physicians during routine office visits or well-woman examinations (Brown et al., 2000) . The WAST-Short contains the first two items of the sevenitem WAST, which is used to assess IPV magnitude and has been effective in identifying abuse in women older than 18 years of age visiting family physicians for periodic health examinations, prenatal care, or treatment for illness (Brown et al., 1996) . The WAST-Short assesses the degree of relationship tension and difficulty in resolving arguments within a relationship (Brown et al., 1996) . In addition, 100% (n = 20/20) of family physicians reported feeling comfortable asking WAST-short questions, and 91% (n = 288/307) of women reported feeling comfortable or very comfortable being asked the questions (Brown et al., 2000) . This indicates that the WAST-Short could easily be used as an initial IPV screening tool in Japanese antenatal health settings, considering the multiple barriers faced by women and healthcare professionals (e.g. time constraints, feeling uncomfortable with IPV screening).
This study developed a Japanese version of the WAST-Short (WAST-Short-J) to allow efficient and effective IPV screening for pregnant women in Japanese perinatal health settings.
METHODS

Study design, setting, and period
A prospective cohort study, using self-administered questionnaires during the third trimester of pregnancy and one month postnatally, was conducted in an antenatal outpatient clinic in a hospital in a suburb of Tokyo, Japan, between July 2013 and July 2014. The ethics committee of the Graduate School of Medicine at the University of Tokyo approved the study protocol (No. 10137).
Participants
Eligible participants, who were more than 28 weeks pregnant, were chosen by the researchers under the supervision of medical staff, according to the following inclusion criteria: (i) over 20 years old; (ii) no major mental illness; (iii) ability to understand and complete a questionnaire in Japanese; (iv) intention to give birth at the facility; and (v) agreed to complete the questionnaire in a private room without a partner.
Translation process
The translation from English into Japanese was implemented according to guidelines for translating measurement tools (Wild et al., 2005) .
We sought approval for development of the WAST-Short-J from the developer of the original WAST-Short (Dr. J.B. Brown). Two nursing researchers independently translated the WAST-Short from English to Japanese. Both translators were proficient in both nursing and English, and one was an IPV researcher. After completing the forward translation, an expert panel, consisting of the two translators, three nursing researchers, a clinical nursing manager with over 30 years' nursing experience, and a head IPV counselor with over 10 years' counseling experience, performed reconciliation via discussion. We checked and discussed the wording, content, and semantic, technical, conceptual, and experiential equivalents of cultural adaption. Consensus was reached concerning alternative translations of both items. The reconciled translations were back-translated from Japanese to English by a bilingual translator with a Juris Doctor of Social Work degree, obtained in the US. The developer of the original WAST-Short reviewed the translated items, and we obtained approval for the Japanese version of the WAST-Short. The adequacy of the WAST-Short-J questions and likelihood that people would feel comfortable with them were reconfirmed by the researchers, clinical nursing manager, and head IPV counselor.
Procedure
Upon calling potential participants from the waiting room by the researchers (SK and MH), the reseachers (SK and MH) explained the study in brief and invited the women to move to a private room without their partners to received a detailed explanation. There was no penalty for non-partcipation. Those who agreed were taken to the private room and received study information (e.g. detailed purpose, procedure, ethical considerations) and a consent form. Once the women had signed the consent form, they were asked to complete a questionnaire in the same room and received an incentive (500-yen gift card). They were not permitted to take the questionnaires home for completion. Participants handed completed questionnaires to the researchers or placed them in collection boxes in the room. Questionnaires were assigned ID numbers and secured in a locker to protect participants' anonymity and confidentiality. We did not share results from individual questionnaires with anyone, including nursing staff, to ensure privacy and safety.
One month postnatally, the postnatal questionnaire was sent to participants, to be completed and returned to the researcher within two weeks. We sent reminders to those who did not respond within two to four weeks subsequent to distribution. Postnatal questionnaires and reminders did not include questions or information regarding IPV.
Instruments
Participants provided their own and partners' demographic information and completed the WAST-Short-J and Japanese versions of the Index of Spouse Abuse (ISA) and Hospital Anxiety and Depression Scale (HADS) during pregnancy. They completed the HADS again one month postnatally.
Demographics
Age, nationality, marital status, parity, employment status, annual income, educational attainment, current alcohol intake, and cigarette smoking were used as participants' demographic variables. Partner's age, nationality, employment status, educational attainment, current alcohol intake, and cigarette smoking were included as demographic variables for participants' partners.
Japanese version of the Woman Abuse Screening Tool-Short-Short (WAST-Short-J)
The WAST-Short-J was used as an IPV screening tool. It contains two questions: "In general, how would you describe your relationship?" and "Do you and your partner work out arguments with…?" Responses to each item ranged from 1 ("a lot of tension" or "great difficulty") to 3 ("no tension" or "no difficulty"). The cut-off point for the WAST-Short (original) is a response of 1 for either item (Brown et al., 1996) . It took participants 1 min to complete the questionnaire. The accuracy of the WAST-Short has been confirmed using the Abuse Risk Inventory as the gold standard (sensitivity 91%, specificity 100%; Brown et al., 1996) Japanese version of the Index of Spouse Abuse (ISA)
The Japanese version of the Index of Spouse Abuse (ISA) was used as the gold standard to validate the WAST-Short-J for pregnant women (Hudson & McIntosh, 1981; Kataoka et al., 2005) . The ISA is a 30-item scale used to measure physical (ISA_P 11 items) and non-physical violence (ISA_NP 19 items) against women by an intimate partner (Hudson & McIntosh, 1981) . The cut-off points for the ISA subscales were established to detect severe violence in women in protective shelters (ISA_P 10, ISA_NP 25; Hudson & McIntosh, 1981) . The ISA has been widely used as the gold standard to validate IPV screening tools (Weiss et al., 2003; Kataoka, 2005; Feder et al., 2009) . The Japanese version of the ISA was translated by Kataoka et al. (2005) , with the same cut-off points as the original. Good validity and reliability have been demonstrated for Japanese pregnant women (Kataoka et al., 2005 ). Cronbach's alphas for the Japanese ISA subscales in this study were as follows: ISA_P 0.75; ISA_NP 0.87.
Japanese version of the Hospital Anxiety and Depression Scale
The Japanese version of the HADS was used to measure antenatal and postnatal anxiety and depression to examine the convergent and predictive validity of the WAST-Short-J (Zigmond & Snaith, 1983; Zigmond et al., 1993) . The Japanese version of the HADS has the same factor structure as the original: anxiety and depression (Zigmond & Snaith, 1983; Zigmond et al., 1993) . Higher scores indicate more severe symptoms (Zigmond & Snaith, 1983; Zigmond et al., 1993) . Moderate validity and reliability have been demonstrated in Japanese gastrointestinal clinic patients, female university students, and hospital workers (Higashi et al., 1996; Hatta et al., 1998 ). Cronbach's alphas for the Japanese HADS subscales in this study were as follows: antenatal anxiety 0.65; antenatal depression 0.70; postnatal anxiety 0.71; and postnatal depression 0.74.
Statistical analyses
Descriptive statistics were used to analyze participants' demographic characteristics (n [%], and mean/standard deviation [SD]). A receiver operating characteristic (ROC) curve, with the Japanese ISA as the gold standard, was used to determine the most appropriate WAST-Short-J cut-off point. In addition, sensitivity, specificity, positive predictive value, and positive likelihood ratios were calculated for all possible cut-off points, to confirm which was most accurate. Scoring for both WAST-Short-J items was reversed, and higher total scores indicated more severe violence.
Correlations between the WAST-Short-J, ISA_P, and ISA_NP were calculated to determine the concurrent validity of the WAST-Short-J. In addition, we examined the correlations between the WAST-Short-J and the 30 ISA items.
Correlations between the WAST-Short-J and HADS subscales in both the antenatal and postnatal periods were examined to assess the convergent and predictive validity of the WAST-Short-J.
All statistical analyses were conducted using the Statistical Package for the Social Sciences (SPSS) version 20.0 (IBM Corp., Armonk, NY, USA).
RESULTS
In total, 955 eligible women were invited to participate in the study (Fig. 1 ). Of these, 832 agreed to participate and completed the questionnaire during pregnancy. We sent the postnatal questionnaire to 824 participants one month postnatally, and 610 returned completed questionnaires (response rate 74%). Data from 453 participants were included in the analysis.
Participant demographics
Participants' average age was 32.1 (SD = 4.9, range 19-46) years; most were Japanese (n = 438, 96.6%) and married (n = 441, 97.4%), and approximately half (n = 242, 53.4%) were primipara. Of the non-Japanese women (n = 15, 3.4%), 14 were Chinese and one was Korean. The highest rate of annual income was 3-5 million yen (n = 162, 35.8%), and the highest educational level was that of university or graduate school (n = 180, 39.7%). Few women drank alcohol (n = 17, 3.8%) or smoked (n = 16, 3.5%) during pregnancy ( Table 1) .
The average age of participants' partners was 34 (SD = 5.9, range 19-59) years, most were Japanese (n = 436, 96.2%) and full-time workers (n = 421, 92.9%), and approximately half (n = 268, 59.3%) had graduated from university or graduate school. The majority of non-Japanese partners (n = 17) were Chinese (n = 7) or Korean (n = 3). In addition, 40% (n = 181) had drunk alcohol and 69.5% (n = 315) had smoked cigarettes during the past month (Table 1) .
WAST-short-J cut-off point and accuracy
The ROC curve for the WAST-Short-J, using the Japanese ISA as the gold standard, is shown in Fig. 2 . The ROC curve indicated that the lowest sum of false-positives and false-negatives was 2.5 points. The WAST-Short-J scores were integral; therefore, three could be the most appropriate cut-off point. Sensitivity and specificity for the WAST-Short-J with an alternative cut-off point of three (i.e. responses of "some tension" or "some difficulty" [2 points] for one item and "a lot of tension" or "great difficulty" [1 point] for the other) were as follows: ISA_P sensitivity 66.7%, specificity 89.7%; ISA_NP sensitivity 71.4%, specificity 89.7%. Relative to other cut-off points, three showed the highest sensitivity; therefore, these responses were considered to provide the most appropriate cut-off point for the WAST-Short-J (Tables 2 and 3) . Further, positive predictive values for the WAST-Short-J, using the alternative cut-off point, were 18.1 for both ISA_P and ISA_NP (Tables 2 and 3) .
Intimate partner violence prevalence
The number of participants identified as having experienced IPV, defined via scores of ≥ 25 on the ISA_NP and ≥ 10 on the ISA_P, were 14 (3.1%) and 15 (3.3%), respectively. In addition, the numbers of participants identified as having experienced IPV according to the original and alternative cut-off points for the WAST-Short-J were 5 (1.1%), and 55 (12.1%), respectively ( Table 2) .
Validity of the WAST-Short-J
Both ISA subscales (ISA_P and ISA_NP) were significantly correlated with WAST-Short-J scores (r = 0.25, and r = 0.35, respectively; P < 0.001; Table 4 ). Regarding the correlations between the WAST-Short-J and the 30 ISA items, all items, with the exception of Item 13, "My partner threatens me with a weapon," were significantly correlated with the WAST-Short-J (Table 5 ). The WAST-Short-J was more strongly correlated with ISA_NP items (mean r = 0.31) than with ISA_P items (mean r = 0.25). The ISA items most strongly correlated with the WAST-Short-J were "My partner has no respect for my feelings" (r = 0.50), "My partner frightens me" (r = 0.45), "My partner becomes very angry if I disagree with his point of view" (r = 0.45), "My partner is not a kind person" (r = 0.44), and "My partner belittles me" (r = 0.43). In addition, the WAST-Short-J was moderately correlated with items indicating severe physical is there a missing word? aggression, "My partner acts like he would like to kill me" (r = 0.39) and "My partner punches me with his fists" (r = 0.29), and sexual violence, "My partner demands sex whether I want it or not" (r = 0.22).
Furthermore, the two HADS subscales were positively correlated with the WAST-Short-J (antenatal anxiety r = 0.29; antenatal depression r = 0.32; postnatal anxiety r = 0.19; postnatal depression r = 0.18; Table 4 ).
DISCUSSION
The WAST-Short-J demonstrated good accuracy with the alternative cut-off point (i.e., responses of "some tension" or "some difficulty" [2 points] for one item and "a lot of tension" or "great difficulty" [1 point] for the other), and good concurrent, convergent, and predictive validity using the ISA and HADS during pregnancy and one month postnatally.
The association between the WAST-Short-J and nonphysical violence was stronger relative to that of physical violence. The WAST-Short examined dysfunctional relationships; therefore, this scale was more effective in assessing relationships involving power and control, rather than visible physical violence (Brown et al., 1996) . In clinical settings, most IPV is detected via visible physical symptoms, such as injuries and bruises (St. Luke's College of Nursing, 2004). However, psychological abuse and relationships using power and control during pregnancy could lead to serious short-term and longterm health outcomes, such as depression and developmental delay in mothers and children; therefore, such abuse should be identified and interventions implemented during early pregnancy (World Health Organization, 2011; Rahman et al., 2012; Kita et al., 2016) . The WAST-Short-J was able to detect invisible violence (e.g. psychological abuse, use of power and control) and could facilitate the provision of effective intervention (e.g. advocacy. psychological care), which could prevent adverse health outcomes.
Although this study demonstrated reasonably good sensitivity and specificity for the WAST-Short-J using the alternative cut-off point, the positive predictive value was low (18.1%). The ISA, which is used as the gold standard for IPV detection, identifies victims of severe violence at almost the same level of violence as that observed in woman experiencing abuse in shelters (Hudson & Mcintosh, 1981) . This indicates that 18.1% of pregnant women identified as IPV victims using the WAST-Short-J could have experienced severe, life-threatening violence. For abused pregnant women identified via the WAST-Short-J, further assessment to determine whether their lives are threatened and interventions to ensure their safety (e.g. referral to services, a safety plan) is essential (Campbell, 1986; St. Luke's College of Nursing, 2004) .
The WAST-Short-J more weakly correlated with postnatal anxiety and depression than with antenatal anxiety and depression. This finding did not differ from those of other studies, as postnatal mental status is likely to be strongly influenced by biological, childbirth, and parenting-related factors (O'Hara & McCabe, 2013; O'Hara & Wisner, 2014; Kita et al., 2016) . However, IPV during pregnancy remains an important risk factor for postnatal mental illness; therefore, early IPV detection is essential (Kita et al., 2016) . The WAST-Short-J could also be useful in identifying pregnant women at high risk (i.e. IPV victims), to prevent postnatal mental illness.
Implications for clinical practice
The results of the study suggest that the WAST-Short-J could be useful in detecting IPV in Japanese perinatal health settings. The WAST-Short-J contains only two items, which exclude words that refer to violence directly; therefore, it could reduce discomfort and hesitation concerning IPV screening in both Japanese healthcare professionals and women. Including the WAST-Short-J in a medical interview sheet to routinely collect basic information (e.g. medical, obstetric, and family history) may be an effective method of routine IPV screening for all pregnant women. Before implementing IPV screening using the WAST-Short-J in Japanese perinatal health settings, all healthcare professionals (e.g. obstetricians, midwives, nurses) should receive training to ensure that they possess sufficient IPV knowledge, know how to protect women's privacy and safety during IPV screening (e.g. providing a private room, protecting IPV information), and respond to woman experiencing abuse, appropriately (e.g.,non-blaming and supportive attitude, respecting women's will; Roberts et al., 1997; Campbell et al., 2001; Elliott et al., 2002; St. Luke's College of Nursing, 2004; Spangaro et al., 2011) . This training should help to eliminate or reduce barriers to IPV screening in Japanese healthcare Responses of "some tension" or "some difficulty" (2 points) for one item and "a lot of tension" or "great difficulty" (1 point) for the other item; ‡ responses of "some tension" and "some difficulty" for both items; § responses of "a lot of tension" or "great difficulty" for the other item (original cut-off point). ISA_P, Index of Spouse Abuse_Physical; PLR, positive likelihood ratio; PPV, positive predictive value; SEN, sensitivity; SPEC, specificity; WAST-Short-J, Japanese version of the Woman Abuse Screening Tool-Short. Responses of "some tension" or "some difficulty" (2 points) for one item and "a lot of tension" or "great difficulty" (1 point) for the other item; ‡ responses of "some tension" and "some difficulty" for both two items; § responses of "a lot of tension" or "great difficulty" for the other item (original cut-off point). ISA_NP, Index of Spouse Abuse_Non-physical; PLR, positive likelihood ratio; PPV, positive predictive value; SEN, sensitivity; SPEC, specificity; WAST-Short-J, Japanese version of the Woman Abuse Screening Tool-Short. professionals and women (Campbell et al., 2001; St. Luke's College of Nursing, 2004) . When healthcare professionals identify abused pregnant women using the WAST-Short-J, they should conduct individual interviews to determine whether their lives are threatened and provide healthcare, including advocacy, referral to necessary services, and psychological care, tailored to each individual's situations and needs (Campbell, 1986; St. Luke's College of Nursing, 2004) . This could save and improve the lives and health of mothers and children exposed to IPV.
Study limitations
This study was conducted in one antenatal clinic in a Tokyo suburb; therefore, the results may not be generalizable to women from other areas. In addition, the participants could have been socially disadvantaged (i.e. less educated with lower household incomes), relative to those in national surveys (Ministry of Education, Culture, Sports, Sciences, and Technology of Japan, 2011; Ministry of Health, Labour and Welfare, My partner acts like he would like to kill me. 0.39*** *P < 0.05; **P < 0.01; ***P < 0.001; † Pearson coefficient (r). ISA _NP, Index of Spouse Abuse_Non-physical; WASTShort-J, Japanese version of the Woman Abuse Screening Tool-Short. 2014). Therefore, further studies conducted in multiple centers and involving participants with a wide variety of socioeconomic backgrounds are necessary to determine the external validity of the WAST-Short-J.
The study excluded women with major mental illness or poor Japanese proficiency. Previous studies have indicated that these groups are at greater risk of IPV (Field & Caetano, 2004; St. Luke's College of Nursing, 2004; Inami et al., 2010) . This suggests that the suitability of the WAST-Short-J could be restricted to pregnant Japanese women at a lower risk of IPV. It remains to be determined whether the WAST-Short-J is useful for pregnant women at a higher risk of IPV.
The WAST-Short-J was administered during the third trimester. Previous studies have reported that the severity of violence increases throughout pregnancy (McFarlane et al., 1995) . Therefore, it is important to detect IPV early in pregnancy. The use of the WAST-Short-J during early pregnancy needs to be validated.
This study did not assess the women's IPV situation one month postnatally, because of fear of violence escalation if their partners opened their mail. Previous research has reported that IPV often increases in severity postnatally (Harrykissoon et al., 2001) . This indicates that assessing IPV in the early postnatal period is also necessary. The usefulness of the WAST-Short-J in the postnatal period should be examined.
The 214 participants (26%) who did not return questionnaires one month postnatally could have included woman experiencing abuse. IPV perpetrators often monitor and control woman experiencing abuse access to society because they fear IPV disclosure (Bancroft et al., 2004) . Therefore, partners could have forbidden women from answering and returning the postnatal questionnaires. To increase the response rate, the questionnaire could be completed during postnatal check-ups in future studies.
Our results indicated that the WAST-Short-J was effective in assessing non-physical violence (e.g. psychological abuse, relationships involving power and control), which is invisible and difficult to detect. However, this scale did not identify all victims of non-physical violence (sensitivity 71.4%). Therefore, healthcare professionals need to recognize that women who responded negatively could have been abused. In future, qualitative studies should be conducted to determine why woman experiencing abuse respond negatively to the WAST-Short-J and identify the ideal means of screening to improve the quality and application of the WAST-Short-J and increase detection in antenatal health settings.
This study did not determine whether participants were comfortable with the WAST-Short-J or whether it exerted a minimal burden on Japanese healthcare professionals and pregnant women. An American study reported that all physicians and 91% of women felt comfortable asking or being asked WAST-Short questions (Brown et al., 2000) . Therefore, further research is required to examine feelings and reactions to the WAST-Short-J in Japanese healthcare professionals and pregnant women, with further improvement of the WAST-Short-J based on the results.
The WAST-Short-J was administered in a perinatal health setting; therefore, the results may be applicable only to pregnant women. However, the WAST-Short-J may be suitable in other health settings (e.g. emergency rooms) because of its brief, questioning style. Further studies are required to validate the WAST-Short-J in other health settings and expand its use.
Finally, the WAST-Short-J was not administered repeatedly during pregnancy; therefore, test-retest reliability was not assessed. Further studies are required to examine the WASTShort-J at several points during pregnancy to confirm reliability.
CONCLUSION
The accuracy and validity of the WAST-Short-J was assessed in pregnant women in a Japanese perinatal health setting. The WAST-Short-J demonstrated good accuracy using the alternative cut-off point (i.e. responses of "some tension" or "some difficulty" [2 points] for one item and "a lot of tension" or "great difficulty" [1 point] for the other), and good concurrent, convergent, and predictive validity via the ISA and HADS during the third trimester of pregnancy and one month postnatally. The results indicate that the WAST-Short-J could be an effective and efficient initial IPV screening tool for use in Japanese perinatal health settings. Before implementing IPV screening using the WAST-Short-J in Japanese perinatal health settings, all healthcare professionals should receive training to ensure that they possess sufficient IPV knowledge to protect women's privacy and safety, and to conduct follow-up with the woman experiencing abuse, which could eliminate or reduce barriers to IPV screening.
